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Objective: To determine the helpfulness of clinical-educa-
tion–setting standards in the professional preparation of entry-
level certified athletic trainers.
Design and Setting: We developed a 22-item questionnaire
based on the 12 standards presented by Weidner and Laurent.
Subjects used a Likert scale (0 5 no help, 5 5 very helpful) to
indicate their perceptions of the helpfulness of each standard
in preparing them for their roles and responsibilities as certified
athletic trainers.
Subjects: We surveyed employed, entry-level certified ath-
letic trainers who recently completed Commission on Accredi-
tation of Allied Health Education Programs-accredited athletic
training education programs.
Measurements: Percentage means were computed for the
helpfulness ratings of each standard. A percentage mean was
computed for the overall contribution of clinical education to
professional development. Chi-square analyses were used to
assess the differences in helpfulness ratings among respon-
dents.
Results: The overall mean score across all standards was
4.17. No significant differences in the helpfulness ratings of any
of the respondents were noted regardless of sex, ethnicity,
number of clinical-education hours, total semesters of clinical
education, settings in which students gained clinical experi-
ence, or current employment (P # .05).
Conclusions: The standards for athletic training clinical-ed-
ucation settings are helpful and should be applied to all settings.
Varying standards do not need to be imposed on our different
athletic training clinical-education settings.
Key Words: clinical instructors, learning environment, clinical
environment
In recent years, athletic training education reform has beenemphasized. The National Athletic Trainers’ Association(NATA), through the work of the Education Council, has
revised the Athletic Training Educational Competencies,1 and
the Commission on Accreditation of Allied Health Education
Programs (CAAHEP) has revised its Standards and Guide-
lines.2 Also, the NATA Board of Certification (NATABOC)
has eliminated both the internship route to certification (be-
ginning January 1, 2004) and the clock-hour requirement (be-
ginning fall 2002 for those completing accredited programs)
to sit for the examination.3 These changes have resulted from
a shift away from quantity education markers (ie, hours) and
toward quality education markers (ie, proficiencies). Clinical
education, involving clinicians, students, and patients in a real-
life environment, provides a realistic component to a student’s
education and has, therefore, remained a significant component
of health care professional preparation.4–14 Because improve-
ment in professional health care services depends, to a great
degree, on maintaining high-quality clinical education,15–18
clinical education appears to also be important to maintaining
high-quality athletic training services. Following this lead, the
NATA Education Council has positioned clinical education as
a priority through the development of the Clinical Instructor
Educator and Approved Clinical Instructor credentials.19 All
of these reforms are intended to improve the quality of the
athletic training profession through enhanced entry-level ath-
letic training professional preparation.
Consistent with the spirit of these reforms, Weidner and
Laurent20 developed 12 standards and related measurement
criteria for the selection and evaluation of athletic training
clinical-education settings. These standards and criteria ad-
dress the essential personnel, administrative, and environmen-
tal factors involved in high-quality clinical-education settings
that meet the learning needs of students. As a result, selection
and evaluation of clinical-education settings can be based on
objective criteria rather than on convenience or availability of
‘‘slots.’’ The limitation of this research was that it did not
include a student’s perspective of the helpfulness of these 12
standards. Input was only received from athletic training ed-
ucation program directors and clinical instructors.
For the current study, clinical education was defined as the
hands-on experience involving clinicians, students, and pa-
tients in a real-life environment. This experience provides a
realistic component to a student’s education. The purpose of
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Table 1. Clinical-Education–Setting Standards20
1. The clinical-education setting provides an active, stimulating envi-
ronment appropriate for the learning needs of the student. (Learning
Environment)
2. Clinical-education programs for students are planned to meet spe-
cific objectives of the educational program and the individual stu-
dent. (Program Planning)
3. The clinical-education setting has a variety of learning experiences
available to students. (Learning Experiences)
4. The Clinical Instructors practice ethically and legally. (Ethical Stan-
dards)
5. The clinical-education setting demonstrates administrative interest
in and support of athletic training clinical education (Administrative
Support)
6. Communications within the clinical-education setting are effective
and positive. (Effective Communications)
7. The Clinical Instructors are adequate in number to provide a good
educational program for students. (Staff Number)
8. One Clinical Instructor with specific qualifications is responsible for
coordinating the assignments and activities of the students at the
clinical setting. (Setting Coordinator of Clinical Education)
9. Clinical Instructors are selected based on specific criteria. (Clinical
Instructor Selection)
10. Clinical Instructors apply the basic principles of education—teach-
ing and learning—to clinical education. (Principles of Teaching and
Learning)
11. The Clinical Instructors are interested and active in professional
associations related to athletic training. (Professional Associations)
12. Adequate space for study, conference, and treating athletes/pa-
tients is available to students. (Adequate Space)
clinical education is ‘‘to provide the student with sufficient
opportunity to develop specific competencies pertaining to the
health care of the athlete and those involved in physical activ-
ity.’’2 Because the Weidner and Laurent standards20 were
judged to be relevant, practical, and indicative of a high-qual-
ity clinical-education setting, we interpreted that they would
be helpful in facilitating professional development of the stu-
dent. The purpose of our present study was to determine the
potential helpfulness of the Weidner and Laurent clinical-ed-
ucation–setting standards in the professional preparation of
employed, entry-level certified athletic trainers (ATCs). A sec-
ondary purpose was to identify the contribution clinical edu-
cation made to respondents’ overall professional development.
METHODS
Subjects
Employed, entry-level ATCs who recently completed
CAAHEP-accredited athletic training education programs
were surveyed to determine the potential helpfulness of the
Weidner and Laurent20 clinical-education–setting standards in
preparing them for their professional roles and responsibilities
as ATCs. This target group was chosen because they had some
work experience as ATCs, but their education was recent
enough to enable them to reflect on the potential helpfulness
of the clinical-education–setting standards on their profession-
al development. In 1999, a complete list (n 5 2150) of names
and addresses of those individuals certified in 1997 was ob-
tained from the NATABOC. This group of athletic trainers had
all been certified within 24 months of participating in this
study. A random sample of 500 entry-level ATCs was selected
from this listing. Unemployed ATCs and ATCs who were stu-
dents at the time of the survey were excluded because we
wanted to know how the standards helped prepare them for
entry-level athletic training roles and responsibilities. Those
not assuming the roles and responsibilities of an ATC may
have a different perspective on the athletic training clinical-
education–setting standards.
Instrumentation
We developed a 22-item questionnaire based on the 12 stan-
dards presented by Weidner and Laurent20 (Table 1). Sex, eth-
nicity, number of clock hours completed, number of clinical-
education semesters completed, clinical-experience settings,
and current employment setting were recorded to allow for a
comparison of these variables to the perception of helpfulness
of the standards. Using a Likert scale of 0 (of no help) to 5
(very helpful), without qualifying markers for ratings 1
through 4, respondents indicated their perceptions regarding
the potential helpfulness of each standard in preparing them
for the requirements of working as ATCs. In an open-ended
question, respondents provided their impression of the per-
centage contribution that clinical education made to their over-
all professional development compared with the contribution
of didactic education to their overall professional develop-
ment. In a second open-ended question, respondents indicated
the aspect of clinical education that best prepared them for
their entry-level positions. The instrument went through con-
tent and format review by a professional with athletic training
expertise and a professional with survey-instrument expertise
but no athletic training expertise. The instrument was pilot
tested with 49 entry-level ATCs to ensure that the directions
and content were clear. Final adjustments to the instrument
were made with this input. The internal consistency of the
instrument was good (a 5 .74) as assessed with the Cronbach
alpha.
Procedures
We received Ball State University Internal Review Board
approval for this project. Respondents were informed that par-
ticipation was voluntary and that they were free to withdraw
at any time without prejudice from the researchers. The ques-
tionnaire, cover letter, and a postage-paid return envelope were
sent to each respondent. Return envelopes were coded to allow
a follow-up mailing to nonrespondents. A 3-week period was
given for return of the questionnaires. In order to research a
more homogenous group, those respondents who were not em-
ployed as athletic trainers or did not complete CAAHEP-ac-
credited athletic training education programs were eliminated
from data analysis. Demographic data (eg, sex, ethnicity, etc)
for the sample were compared with the NATA membership to
ensure a representative sample of the NATA certified mem-
bership.21
Statistical Analysis
Frequency counts and percentages were computed for the
following questionnaire items:
1. Perceptions of whether a clinical-education–setting stan-
dard was addressed during clinical experiences;
2. Respondent sex;
3. Respondent ethnicity;
4. Total number of clock-hours spent in clinical education;
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Table 2. Demographic Data of Subjects (N 5 129) in Comparison
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Other 18 14 30
*n indicates number of subjects; CBHCF, community-based health care
facility; and NA, data not available.








































8. Setting Coordinator of Clinical Edu-
cation 3.58 (1.48) 39.4 60.6
9. Clinical Instructor Selection 4.37 (.73) 11.8 88.2









*SD indicates standard deviation.
5. Total number of semesters spent in clinical education;
6. Settings in which students gained clinical experience (eg,
college, high school, industry, community-based health
care facility);
7. Current employment setting.
Percentage means were computed for the helpfulness ratings
of each standard. The percentage mean was also computed for
the perception of the overall contribution of clinical education
to professional development as gathered through the open-end-
ed question. Responses identifying the aspect of clinical edu-
cation that best prepared participants for their responsibilities
and roles as entry-level ATCs were grouped according to com-
mon themes. Chi-square analyses (x2) were used to assess dif-
ferences in the helpfulness ratings among respondents. The
following categories and cells were used in the analysis: sex
(male or female); ethnicity (white or nonwhite); clinical-edu-
cation hours (,1800 or .1800); total semesters of clinical-
education (3–4, 5–6, or 7–10); settings in which students
gained clinical experience (college or no college; high school
or no high school; industry or no industry; clinic or no clinic);
and current employment (clinic or high school, college, or oth-
er). These categories were used for analysis because of their
logical groupings and to ensure adequate responses in each
cell for analysis. Helpfulness was divided into 2 cells. The
first helpfulness cell combined ratings 0–3 and was labeled as
‘‘little/no help.’’ The second cell combined ratings 4–5 and
was labeled ‘‘very helpful.’’ This more stringent grouping (4–
5 rather than 3–5) was used because the standards were pre-
sented as ‘‘indicative of a high-quality clinical-education set-
ting.’’20 For this reason, we determined that a middle response
of 3 was not strong enough to warrant consideration as ‘‘very
helpful.’’ Only those respondents who indicated that a partic-
ular standard seemed to have been addressed in their clinical
setting(s) were included in these analyses. This stipulation was
included to ensure that a respondent actually had some expe-
rience upon which to base the perception of the helpfulness
of the standards. The alpha level was set a priori at # .05 for
all analyses.
RESULTS
With follow-up to nonrespondents and after exclusion of the
125 questionnaires that were undeliverable due to incorrect
mailing addresses, 244 completed surveys (of 500 mailed)
were returned, for a response rate of 65.1%. Respondents who
were not employed or who had not completed an accredited
athletic training education program were eliminated from the
data pool. All remaining respondents indicated that all clinical-
education–setting standards seemed to have been met. Thus, a
total of 129 respondents were included in the data analysis.
Table 2 provides the respondents’ demographics and clinical-
education experience. The employment distribution of the re-
spondents was similar to that of the NATA certified member-
ship. Table 3 presents summary data on the helpfulness of each
standard. The overall mean score across all standards was 4.17.
Only 2 setting standards had a mean helpfulness rating below
4.0 (Setting Coordinator of Clinical Education [mean 5 3.58
6 1.48] and Professional Associations [mean 5 3.96 6 1.14]).
No significant difference was noted in the helpfulness ratings
among any of the groups of respondents, regardless of sex,
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ethnicity, number of clinical-education hours, total semesters
of clinical education, clinical-education–setting experiences, or
current employment (P # .05). Respondents indicated that
53.0% of their entry-level professional development came
from clinical education. Considering the aspects of this clinical
education that best prepared them for their entry-level roles
and responsibilities, participants commonly cited the impor-
tance of opportunities to improve athletic training skills (eg,
rehabilitation and injury evaluation) through hands-on practice
in a variety of situations and settings. They also indicated that
clinical education allowed them to develop their decision-mak-
ing and communication skills through their responsibilities in
athlete and patient care.
DISCUSSION
The Weidner and Laurent20 clinical-setting standards are
considered by employed, entry-level ATCs to be helpful to
very helpful for professional preparation. Ten of these setting
standards were judged as very helpful (mean $ 4.02). Ac-
cording to the respondents, slightly more than half (53.0%) of
athletic training professional development was perceived to
come from clinical education. Thus, not only should clinical
education remain a large part of the athletic training education
program, but clinical-education settings should be structured
and evaluated to ensure that optimal education is taking place.
Failure to objectively select and evaluate the setting in which
students are receiving this clinical education may result in
chance learning. Such learning is contrary to the purpose and
requirements of accreditation, especially regarding the quality
of athletic training clinical education.
These data complement research22,23 that quality rather than
quantity of clinical education is more important in the profes-
sional preparation of ATCs. Appropriately, quantitative mea-
sures are being replaced with qualitative measures in preparing
entry-level ATCs.2,3
Certainly it is logical to question the connection between
perceived helpfulness of a set of standards and the actual
knowledge and skills gained from a setting. Was the setting
really more helpful in learning, or did the students just enjoy
the setting more? When student evaluations of clinical expe-
rience were compared with their clinical skill gain on an ob-
jective posttest, the Objective Structured Clinical Examination
(OSCE), students in the clinical setting with the most favor-
able student ratings ultimately scored the highest on the
OSCE.18 This research gives some credibility to the respon-
dents’ perception of helpfulness ratings obtained in this study.
Consistent with the literature,22 no differences were seen
between the respondents’ demographic characteristics and
clinical experiences and the perceived helpfulness of the stan-
dards. Any differences among the helpfulness ratings would
have indicated that the clinical-education standards should
vary for students. However, the uniform helpfulness ratings
obtained in this study indicate that a standard is helpful for all
students in all clinical situations. What follows is a discussion
of each of the Weidner and Laurent20 clinical-setting stan-
dards. The results of this study and the literature amply support
their potential helpfulness in clinical education.
Learning Environment
Good management, high staff morale, harmonious working
relationships, and sound interdisciplinary patient-management
procedures characterize the desirable learning environment.20
Further, a desirable learning experience requires that health
care personnel be receptive to students, have a variety of ex-
pertise, be interested in new techniques, and be involved with
professions outside athletic training. Respondents in this study
reported that an active learning environment was very helpful
(mean 5 4.34 6 0.67) in their professional development. Re-
spondents also commented that hands-on experiences were
valuable and important as part of an active learning environ-
ment. Clinical experience is designed to involve students in
the actual practice of a profession, allowing them an
opportunity to apply theoretic knowledge to real-life situa-
tions.10,15–18,24–26 Whether through trial and error or guided
by clinical instructors, learning by doing fosters skill acqui-
sition.27 An active learning environment provides ample learn-
ing opportunities.28
Program Planning
Specific objectives should be assigned to clinical-education
experiences.2 The use of learning objectives is a commonly
accepted practice in pedagogy and should be central to plan-
ning educational experiences.29 Some athletic training educa-
tion programs are already using learning objectives to guide
students’ clinical experiences.30 Certainly objectives improve
the uniformity of the educational experience31 and enable pro-
gram administrators to provide for the educational needs of
the individual student. Objectives create the framework to pro-
vide students with opportunities to expand their professional
knowledge, skills, and attitudes. Both the taxonomy of Bloom
et al32 and the CAAHEP Standards and Guidelines2 require-
ment of learning over time provide for a progression of student
learning from introduction to mastery of professional knowl-
edge, skills, and attitudes around which a clinical education
program should be organized. Specific planning of level-ap-
propriate learning objectives should occur for each clinical-
education rotation and be adapted to the needs of the individ-
ual athletic training student.
Learning Experiences
Variety in clinical experiences has been reported by many
clinical educators as valuable to students’ educa-
tion.6,12,14,27,33–38 Variety in learning experiences is important
not only because it provides more opportunities for students
to learn, but also because it provides athletic training students
with a wider array of treatment options for their future pro-
fessional use.38 These treatment options are often referred to
as ‘‘tools in the toolbox.’’ Because not every patient responds
the same way to every treatment, professionals need to possess
the knowledge and skill to address similar problems in a va-
riety of ways.
This specific standard not only addresses variety within a
single clinical-education setting but within the total clinical-
education program. Because learning styles vary, athletic train-
ing students need to be exposed to the multiple teaching meth-
ods inherent in a variety of clinical learning experiences.39
Therefore, program directors and clinical-education coordina-
tors should focus both on a variety of learning experiences
within a clinical-education setting and on variety throughout
the entire clinical-education program.
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Ethical Standards
Ethics can be defined as a set of standards that guide the
actions and judgments of a profession.40 The goal of the
NATA Code of Ethics is to provide high-quality health care
delivery through members who conduct themselves with high
practice standards at all times.41 Respondents believed that
practicing ethically and legally would be the most helpful stan-
dard (mean 5 4.62 6 0.63, with 93.7% of the respondents
rating this as very helpful). This finding concurs with the lit-
erature that identified role modeling as the most helpful clin-
ical-instructor characteristic.42 Clinical settings in which clin-
ical instructors practice unethically may certainly detract from
quality clinical education.43
Administrative Support
Considering the variety of the roles and responsibilities of
ATCs,44–47 it is not surprising that they may not have time to
adequately serve as clinical instructors. Administrative support
for clinical instruction may take the form of a reduced work-
load that allows time for an ATC to prepare and teach clinical
skills. Accreditation standards and guidelines require that ap-
propriate resources be available to operate the educational pro-
gram,2 including adequate clerical and other support staff. This
standard would seem to impose a similar requirement on clin-
ical-education settings.
Effective Communications
Communication between the clinical instructor and the stu-
dent is vitally important to the education process.36,48 The
more people involved in communication, however, the greater
the chance for misunderstanding.49,50 Course objectives and
frequent interactions among program directors, clinical-edu-
cation coordinators, clinical instructors, and students should
help to keep communication clear.
Staff Number
The respondents indicated that a low student-to-clinical in-
structor ratio would be very helpful in clinical education. The
ratio of students to clinical instructors in medical and allied
health clinical education is reported as 1:1 to 8:1.18,31,51,52 In
general, CAAHEP Standards and Guidelines2 recommend a
maximum of 8 students to 1 clinical instructor for appropriate
overall clinical supervision, but in specific instances, the Stan-
dards and Guidelines require a direct supervision ratio of 1
student to 1 clinical instructor. Direct supervision requires that
a clinical instructor be close enough to intervene on behalf of
the patient and to instruct and evaluate the clinical proficien-
cies of a student. A low ratio may be more important with
less-experienced students, who benefit from more teacher inter-
action.39 In contrast, experienced students need more autonomy,
and they may benefit more from a larger student to clinical-
instructor ratio (eg, 8:1). Certainly even the more-experienced
student needs supervision. The ratio should never be so large
as to interfere with communication between student and clin-
ical instructor, result in minimal supervision, or cause the clin-
ical instructor to more frequently use a lecture-based format
in order to disseminate information.
Setting Coordinator of Clinical Education
Recommendations for medicine18 and physical therapy53
programs suggest using a coordinator at each clinical-educa-
tion setting. The coordinator keeps the channels of commu-
nication open among the students, other clinical instructors at
the setting, and program administrators. In this way, the
chance for miscommunications and confusion should be less.
Although this is a logical approach to coordinating clinical
education for the student at the setting, respondents did not
perceive this standard to be quite as helpful (mean 5 3.58 6
1.48) as other standards. This may indicate that setting coor-
dination of clinical education is important to the clinical in-
structors and program administrators but beyond the awareness
of the students. As athletic training clinical-education pro-
grams incorporate additional settings, a single coordinator of
clinical experience likely becomes more important. The more
complex the clinical-education structure, the lower the students
will rate the educational experiences.28 A single setting coor-
dinator should be able to minimize the confusion that may
occur when multiple students are involved with many clinical
instructors.
Clinical-Instructor Selection
This standard addresses the need to select clinical instructors
based on attributes that make them more effective teachers.20
Expert teachers communicate well, are enthusiastic and orga-
nized, get students involved, and use a variety of teaching
strategies.6,36 The way a clinical instructor interacts with a
student can either help or hinder the learning process.26,54 The
CAAHEP Standards and Guidelines2 suggest the importance
of clinical instructors by requiring that they have at least one
year of athletic training work experience. Physical therapy ed-
ucation programs use this same requirement for their clinical
instructors.28,53 Also, CAAHEP Standards and Guidelines2
state, ‘‘A clinical instructor should have appropriate experi-
ence . . . and a sincere interest in the professional preparation
of athletic training students.’’ The importance of a good clin-
ical instructor to the overall benefit of the clinical education
experience should not be underestimated. Clinical instructors
are the most important factor in student satisfaction with clin-
ical-education experience.28 It is therefore important to select
clinical instructors who not only have clinical expertise but
who understand students as learners and can facilitate the
learning process through sound teaching skills.51
Principles of Teaching and Learning
This standard addresses the need for clinical instructors to
apply basic principles of teaching and learning in clinical ed-
ucation. Clinical instructors should know how to implement
objectives and evaluate student performance.20 Clinical in-
structors must also have access to materials and workshops
that enhance their knowledge and skills as educators; content
expertise is not enough to ensure student learning or student
satisfaction.31 A pedagogy background helps clinical instruc-
tors determine the best instructional approach to use with a
particular group of students. Role modeling has been identified
as the most important teaching characteristic in athletic train-
ing clinical instructors.42 As students learn by applying and
practicing skills during clinical education,55 they also need
guidance.
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Professional Associations
Respondents did not perceive that clinical instructors who
are interested and active in professional associations related to
athletic training would be quite as helpful (mean 5 3.96 6
1.14) in their professional preparation compared with other
standards. Certainly continuing education is required of ATCs
in order to maintain their certification.3 The CAAHEP guide-
lines encourage additional professional involvement of pro-
gram administrators, faculty, and clinical instructors.2 Clearly
the logic is that professionals and professional educators, in
particular, need to stay knowledgeable in order to convey cur-
rent information to students. However, professional involve-
ment does not appear to translate as well to helping students
as other standards.
Adequate Space
The CAAHEP Standards and Guidelines require that there
be adequate space for clinical education.2 Because the athletic
training room is the primary clinical-education factility, space
is needed for studying, instructor-student conferences, and
treating athletes and patients. While total space is not the com-
plete determinant of the educational value of a facility, the
physical environment directly contributes to student learning.56–58
Students acquire and use information by doing, by interacting,
and by assigning meaning to information.59 Adequate space
allows students to practice skills and interact with patients and
instructors and ultimately gives meaning to what they are
learning. The physical environment can also stimulate or stifle
collaborative learning58,60 as well as assist or inhibit direct
supervision of athletic training students. As clinical sites are
chosen, educators and clinical instructors need to be aware of
the influence of physical facilities on learning.
LIMITATIONS AND SUGGESTIONS FOR
FURTHER RESEARCH
Clinical education involves the clinical setting, the student,
and the clinical instructor. This research focused on employed,
entry-level ATCs’ percepetions of the helpfulness of clinical-
education–setting standards in preparing them to assume their
professional roles and responsibilities. In this way, it serves as
a means of assessing the quality of a clinical-education setting.
The strength of this research was that it made the connection
between clinical-education settings and their contribution in
preparing athletic training students for professional roles and
responsibilites. A limitation of this research was that it relied
on the recall of participants. It is possible that the participants’
perceptions of their clinical-education experiences were not
completely reliable. It is also possible that participants had
difficulty separating those skills and knowledge gained in clin-
ical versus didactic education. Although we asked about clin-
ical education as an isolated part of professional preparation,
it is likely that there is an important interaction between di-
dactic and clinical education. This potential interaction should
be explored. Also, outcome studies that focus on knowledge
and skill gained in clinical education may help to determine
which aspects of clinical-education are most helpful.
CONCLUSIONS
The 12 Weidner and Laurent20 standards for clinical-edu-
cation settings in athletic training are considered practical, rel-
evant, and suggestive of high-quality clinical-education set-
tings by educators, clinical instructors, students, and
employed, entry-level certified athletic trainers. The assump-
tion about these standards before this research was that the
standards were helpful in preparing students for their roles and
responsibilities as entry-level certified athletic trainers. Our
current findings and other research support this assumption.
The standards are applicable to all athletic training students
in all clinical-education settings. Regardless of where students
received their experience or where they worked as certified
athletic trainers after entry-level education, the setting stan-
dards were helpful. Varying standards need not be imposed on
our different athletic training clinical-education settings.
Athletic training program administrators may want to con-
sider giving less weight to Setting Coordinator of Clinical Ed-
ucation and Professional Associations when using the Weidner
and Laurent clinical-education–setting standards to select and
evaluate clinical-education settings. Program administrators
should be aware that this group of entry-level athletic trainers
was less confident of the helpfulness of these 2 standards.
Clinical education makes a substantial contribution to the
professional preparation of athletic training students.
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